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Overview of Presentation

Changes in law in 2008
Roles of doctor and rater
Unscheduled impairment
Problematic rating protocols
Less common impairments

Changes in Law in 2008

AMA Guides, 5th edition to remain in force 
absent legislative action
New PDRS in 2008
– FEC factors reassigned to better reflect wage loss
– FEC multipliers increased
– Age adjustment modified
– Effective for injuries o/a adoption date
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Roles of Doctor and Rater

Doctor Rater

Diagnosis/
Findings

Application
of Guides

Application
of PDRS

Rater’s Toolkit

Address/evaluate rating aspects of report, 
not medical aspects
Annotate ratings to document underlying 
assumptions, caveats
Seek clarification to obtain missing 
information or request application of a 
Guide’s protocol
Correct impairment ratings to conform to 
Guides protocols
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Unscheduled Impairments

“In situations where impairment ratings are 
not provided, the Guides suggests that 
physicians use clinical judgment, comparing 
measurable impairment resulting from the 
unlisted condition to measurable impairment 
resulting from similar conditions with similar 
impairment of function in performing activities 
of daily living.”

Corollary to Guides Principle

If impairment rating protocol is provided for a 
particular condition, then it should be used
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Unscheduled Impairment Example

Worker with CTS has negative clinical 
findings but positive nerve conduction study 
which justifies 5UE rating.  Doctor opines that 
10UE for grip loss more truly represents 
impairment
Would this opinion satisfy the criteria for a 
unscheduled impairment?

Problematic Rating Protocols

DRE v. ROM
Grip Loss
Sleep Disorders
Gait Derangement
Pain
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DRE vs. ROM

Is There a Default Method?

“…the DRE method is the primary method 
used to evaluate individuals with an injury.  
Use the ROM method when the impairment 
is not caused by an injury or when an 
individual’s condition is not well represented 
by a DRE category.” (p. 374)
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Principal ROM Criteria

Multi-level involvement
Recurrent injury
Alteration of motion segment integrity –
fusion or increased motion
Impairment not caused by injury

Multiple Multi-level Characterizations

Flow chart: 

“…fractures at multiple levels, disk herniations, 
or stenosis with radiculopathy at multiple levels 
or bilaterally.” (p. 380)

[if] there is radiculopathy bilaterally or at multiple 
levels in the same spinal region,” (p. 380)

Single level ROM methodNo
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DEU Position – Multi-level 

Multi-level bulges, degenerative changes, or 
herniations are not sufficient by themselves 
to invoke the ROM method.  

There must be multi-level (or bilateral) 
radiculopathy

Multi-level example

37-year-old woman experiences persistent 
pain in the neck and lateral right forearm and 
thumb (C6 distribution) following rear-end 
collision
MRI shows 3 mm herniated disks at C4-5, 
and C5-6
DRE or ROM?
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Recurrent injury

“Where there is recurrent radiculopathy 
caused by a new (recurrent) disk herniation
or a recurrent injury… (p. 380)

“there is recurrent disk herniation or stenosis 
with radiculopathy…in the same spinal 
region” (p. 380)

DEU Position – Recurrent Injury

A second injury to the same spinal region by 
itself is not sufficient to invoke ROM

There must be recurrent radiculopathy
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Recurrent injury example

Developed low back pain and sciatica after 
lifting furniture at home – treated surgically 
with near complete relief
15 months after injury, re-injured lumbar 
spine on the job with substantial low back 
pain and MRI showing bulging disk at L4-5
DRE or ROM?

Grip Loss

“Because strength 
measurements are 
functional tests influenced 
by subjective factors…the 
Guides does not assign a 
large role to such 
measurements.” (p. 507)
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Grip Loss

“In a rare case, if the examiner believes 
the individual’s loss of strength 
represents an impairing factor that has 
not been considered adequately by 
other methods in the Guides, the loss of 
strength may be rated separately.”
Grip impairment typically used for 
muscle tear, tendon release, excision of 
epicondyle

Restrictions on Using Grip Loss

If combining with other impairments, must be 
based on unrelated etiologic or 
pathomechanical causes

Cannot be rated in presence of decreased 
motion, painful conditions, deformities, or 
absence of parts…that prevent effective 
application of maximal force…”
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Grip Example

Social worker fractured left middle and ring 
fingers when hand got caught in a swinging 
door; persistent pain on gripping
Unilateral restriction from repetitive gripping
ROM flexion losses rate 4 UE
Grip strength satisfies validity testing and 
rates 10 UE
What is correct rating?

Sleep Disorders

Rating protocol in Chapter 13 dealing with 
central and peripheral nervous system 
disorders
Typical disorders include:  central sleep 
apnea, Parkinson’s disease, multiple 
sclerosis
Must be supported by formal study in a sleep 
laboratory
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Sleep Disorders

Back pain-induced sleep disturbances 
normally reflected in back rating

– Sleep is an activity of daily 
living

– ADL deficits are reflected in 
placement within DRE 
ranges

– Pain-induced ADL deficits 
are reflected in pain add-on

Sleep Disorders – Example 13-17

Worker gained 45 pounds following crush 
injury to foot which prevented exercise
Diagnosis of obstructive sleep apnea (OSA) 
based on polysomnogram
9 WP given based on ability to complete 
most necessary work but works less 
efficiently
About 1 in 5 American adults have at least 
mild OSA
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Gait Derangement

“Whenever possible, the evaluator 
should use a more specific method.”
(p. 529)

“…does not apply to abnormalities 
based only on subjective factors, such 
as pain or sudden giving-way, as with, 
for example, and individual with low-
back discomfort…”

Gait Derangement – Example 17-2

61-year-old woman falls on steps, developing 
severe hip pain
Cannot walk more than 5 blocks, must use 
cane outside home, cannot run
Hip arthritis = 3 WP
20 WP given for requirement to use cane 
routinely
Higher rating more accurately represents 
clinical condition; rationale required
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Pain Add-on

When is a pain add-on 
warranted?

Is a formal pain assessment 
required?

What if there are multiple body 
parts experiencing excessive 
pain?

Can pain be added to a DRE 
rating?   0% rating?

Generic Pain Add-on Criterion

“If the body system impairment rating 
appears to adequately encompass the pain 
experienced…[the] rating is as indicated…”
(p. 573 of errata)

“If the individual appears to have pain-related 
impairment that has increased the burden of 
his or her condition slightly…the examiner 
may award…impairment of up to 3%...”
(p.573 of errata)
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Formal Pain Assessment

“If the individual appears to have pain-related 
impairment that has increased the burden of 
his or her condition substantially, perform a 
formal pain-related impairment assessment”
(p. 573 of errata)
Since it does not affect rating directly, DEU 
does not generally require a formal pain 
assessment, but description of ADL impact is 
always encouraged

Pain in Multiple Body Parts

Limit of 3% per injury
Doctor must allocate between injured body 
parts, for example:
– Knee arthritis – 2% add-on
– Shoulder instability – 1% add-on
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Pain and DRE Ratings

“Each [DRE] category includes a range to 
account for the resolution or continuation of 
symptoms and their impact on the ability to 
perform ADL.” (p. 384)

No express provision in spine or pain 
chapters which precludes application of pain 
add-on to DRE rating

Pain and DRE Ratings 

DEU position – up to 3% may be added to 
any DRE-based rating if it does not 
adequately encompass the pain experienced

Potential issue of overlap if high end of DRE 
range is awarded solely for pain
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Pain Add-on to Zero Rating

“…a whole person impairment rating 
based on the body or organ rating 
system of the AMA Guides…may be 
increased by up to 3% WPI…”
Criterion assumes an underlying 
body system impairment rating 
greater than zero

Less Common Impairments

Effect of treatment
Patellofemoral pain
Hernias
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Effect of Treatment Ratings

Two types - see page 20
– Apparent remission of symptoms but questionable 

return to normal good health, e.g., diabetes under 
successful treatment with insulin (1-3 WP range)

– Impairment caused by treatment, e.g., organ 
transplant patient treated by anticoagulants 
(evaluated using chapter(s) appropriate to the 
impairment)

Patellofemoral Pain

Classified under degenerative joint disease (DJD) 
(Table 17-31, p. 544)

Patellofemoral joint is the joint between the kneecap 
(patella) and thigh bone (femur)

Footnote to Table 17-31 allows 
up to 5 LE for patello-femoral 
pain with crepitation following 
direct trauma to knee – joint 
space narrowing not required
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Hernias

Rating criteria in Table 
6-9, pg 136
Impairment ranges from 
0 – 30 WP
Based on Example 6-31, 
the rating is for unilateral 
or bilateral hernia

Hernias

Impairment is divided into classes (10-point 
ranges) based on reducibility and 
persistence of protrusion and impact on 
ADL’s
Evaluating physician has to give a specific 
value within a class
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1

Stepping Up To Knee Impairment 

DEU thanks Kathy Nixon Legal Secretary Bakersfield

2

Knee Anatomy

Bones of the Knee

• Femur (thigh bone)

• Tibia (shin bone)

• Patella (kneecap)
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Parts of Knee Joint
Patella-Femoral Joint

• Patella
• Patellar groove

Femoral-Tibial Joint

• Femur
• Tibia 

4

Knee Anatomy
Collateral Ligaments
• Medial/lateral
• Side to side stability

Meniscus
• Medial/lateral
• Between femur and 

tibia
• Shock absorbers
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Knee Anatomy

Cruciate Ligaments

• Anterior/Posterior

• Forms cross in front 
of knee

• Front to back stability

6

Muscles for Knee Motion

• Quadricep Muscles • Hamstring Muscles
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Lower Extremity Impairment

Thirteen Impairment Methods
1) Limb Length
2) Muscle Atrophy
3) Ankylosis
4) Amputation
5) Arthritis
6) Skin Loss
7) Peripheral Nerve

8

Lower Extremity Methods

Methods Continued 
8) Vascular
9) CRPS

10) Range of Motion
11) Gait
12) Muscle Strength
13) Diagnostic Based Estimates
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Knee Impairment

Methods of Assessment
• Atrophy
• Range of Motion/Ankylosis
• Muscle Strength
• Arthritis
• Diagnostic Based Estimates
• Gait

10

Knee Impairment Example

• Custodian, aged 38, falls down stairs and 
twists right knee. At MMI, following partial 
medial meniscectomy, examination finds 
1.5 cm right thigh atrophy. Muscle strength 
for flexion and extension is grade 4. Knee 
ROM is 105 degrees flexion with 5 
degrees loss of extension. Cartilage 
interval for knee joint is 3 mm.
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Atrophy Impairment
Table 17-6
• Thigh Atrophy

• Calf Atrophy

• Difference in Circumference

• Start in LE Index

• Interpolate between values within range

12

Thigh Atrophy Calculation
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13

Thigh Atrophy Calculation

• 1 cm thigh atrophy = 

• 1.9 cm thigh atrophy = 

• What is 1.5 cm thigh atrophy? 

• 1 cm thigh atrophy = 

• 1.9 cm thigh atrophy = 

• What is 1.5 cm thigh atrophy? 

14

Range of Motion Impairment

Table 17-10
• Fixed Values- no interpolation

• Add values within joint

• Motions
Flexion and Extension

Knee Flexion

Knee Extension
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Range of Motion Impairment

• At MMI, 5 degrees extension loss, 105 
degrees flexion (S: 0-5-105)

• Calculate range of motion impairment 

16

Range of Motion Impairment

20+ 
degrees

10-19 
degrees

5-9 
degrees

Flexion 
Contracture
(Extension)

< 60 
degrees
+ 2 per 10 
degrees < 60

<80 
degrees

<110 
degrees

Flexion

Severe
35 LE

Moderate
20 LE

Mild
10 LE

Motion
Table 17 -10
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Range of Motion Impairment
Flexion 105 degrees           = 

Extension 5 degrees loss   =    

Add ROM impairment within joint

Flexion 105 degrees           = 

Extension 5 degrees loss   =   

Add ROM impairment within joint

18

Muscle Strength Impairment
Table 17-8
• Manual Muscle Testing

• Grades 0-5 (Table 17-7)

• Doctor’s clinical judgment

• Grade Each Unit of Motion

• Combine Muscle Strength Impairments in Joint



10

19

Muscle Strength Impairment

Not used for:

• Peripheral nerve 
injuries

• Effort inhibited by 
pain

20

Muscle Strength Calculation
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Muscle Strength Calculation

Muscle Strength Flexion Grade 4     = 
Muscle Strength Extension Grade 4 =  

Combine Strength Impairments

Muscle Strength Flexion Grade 4     = 
Muscle Strength Extension Grade 4 =  

Combine Strength Impairments

22

Arthritis Impairment

Table 17-31

• Degenerative Joint 
Disease (DJD)

• Based on cartilage 
interval or joint space

• Measured by x-ray
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23

Arthritis Calculation

24

Diagnostic Based Impairment

Knee DBE include
• Meniscectomy
• Ligament laxity
• Fracture
• Patellar instability
• Joint Replacement
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25

Diagnostic Based Impairment

Partial Meniscectomy

• Removal of part of 
meniscus

• Surgical procedure 
removes torn part of 
injured meniscus

26
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Gait Impairment
Table 17-5

• Cannot be combined with other methods

• Whenever possible use a more specific method

• Need for assistive device based on objective 
evidence

• Doctor should give rationale for using gait 
impairment

28
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Combining Impairments

Knee Impairments
• Atrophy                  6 LE
• Muscle Strength   23 LE  
• ROM                    20 LE
• Arthritis                  7 LE
• DBE                      2 LE
Use Table 17-2 to Combine Impairments
“X” means not to Combine

30

Combining Impairments
(Table 17-2 Condensed)

XXXXDBE

XXXXDJD

XXXXXROM

XXXXXMuscle
Strength

XXXXXAtrophy

XXXXXGait

DBEDJDROMMuscle
Strength

AtrophyGait
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Combining Impairments

Knee Impairments
• Atrophy                  6 LE
• Muscle Strength   23 LE 
• ROM                    20 LE
• Arthritis 7 LE
• DBE 2 LE
Only arthritis and DBE impairments may 

be combined

Knee Impairments
• Atrophy                  6 LE
• Muscle Strength   23 LE 
• ROM                    20 LE
• Arthritis 7 LE
• DBE 2 LE
Only arthritis and DBE impairments may 

be combined

32

Case Study Problem
• Read medical report 

dated 9/28/05

• Answer questions on 
worksheet

• Materials and tables in 
appendix

• Work alone or in groups

•Occupational Group 322 (F) Age 41
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33

Case Study Problem
• What are the different knee impairments 

indicated by the doctor in this report?
• What are the different knee impairments 

indicated by the doctor in this report?

34

Atrophy Impairment

Page Two

Thigh Atrophy Calf Atrophy Thigh Atrophy Calf Atrophy 
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35

Atrophy Impairment

36

Case Study Problem

Atrophy impairment

• 2 cm thigh atrophy = 

• 1 cm calf atrophy   = 

Atrophy impairment

• 2 cm thigh atrophy = 

• 1 cm calf atrophy   = 



19

37

DJD Impairment

38

DJD Impairment



20

39

Case Study Problem

DJD Impairment

• Knee Joint DJD 2 mm = 

DJD Impairment

• Knee Joint DJD 2 mm = 

What about the patellofemoral joint?

40

DJD Impairment
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41

DBE Impairment

Page Two

42
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43

Case Study Problem

Diagnostic Based Impairment

• Partial lateral meniscectomy = 

Diagnostic Based Impairment

• Partial lateral meniscectomy = 

44

Range of Motion Impairment

Page Two

Page Three
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Range of Motion Impairment

20+ 
degrees

10-19 
degrees

5-9 
degrees

Flexion 
Contracture
(Extension)

< 60 
degrees
+ 2 per 10 
degrees < 60

<80 
degrees

<110 
degrees

Flexion

Severe
35 LE

Moderate
20 LE

Mild
10 LE

Motion
Table 17 -10

46

Case Study Problem

ROM Impairment

• Mild loss of flexion = 

ROM Impairment

• Mild loss of flexion = 
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Case Study Problem
Non-Gait Knee Impairments

• Atrophy 

• DJD      

• DBE       

• ROM    

Non-Gait Knee Impairments

• Atrophy 

• DJD      

• DBE       

• ROM    

48

Combining Impairments
(Table 17-2 Condensed)

XXXXDBE

XXXXDJD

XXXXXROM

XXXXXMuscle
Strength

XXXXXAtrophy

XXXXXGait

DBEDJDROMMuscle
Strength

AtrophyGait
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Combine Impairments

Combine Knee ImpairmentsCombine Knee Impairments

50

Case Study Problem

Convert to Whole Person

Adjust for Disability (occupation 322 age 41)

Convert to Whole Person

Adjust for Disability (occupation 322 age 41)
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51

Gait Impairment

52

Case Study Problem

Gait ImpairmentGait Impairment
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53

Case Study Problem

Adjusting Gait Impairment For DisabilityAdjusting Gait Impairment For Disability

54

Case Study Problem

• State Reasons why or why not gait should 
be used in this case
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55

Gait- For and Against

Against ForAgainst For

56

Sleep Arousal

• Is sleep arousal applicable in this case?
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57



1

A
pp

en
di

x 
A

 -
A

M
A

 G
ui

de
s 

Ta
bl

es



2

C
om

bi
ni

ng
 Im

pa
irm

en
ts

(T
ab

le
 1

7-
2 

C
on

de
ns

ed
)

X
X

X
X

D
B

E

X
X

X
X

D
JD

X
X

X
X

X
R

O
M

X
X

X
X

X
M

us
cl

e
S

tre
ng

th

X
X

X
X

X
A

tro
ph

y

X
X

X
X

X
G

ai
t

D
B

E
D

JD
R

O
M

M
us

cl
e

S
tre

ng
th

A
tro

ph
y

G
ai

t



3



4

Th
ig

h 
A

tro
ph

y 
C

al
cu

la
tio

n



5

M
us

cl
e 

S
tre

ng
th

 C
al

cu
la

tio
n



6

R
an

ge
 o

f M
ot

io
n 

Im
pa

irm
en

t

20
+ 

de
gr

ee
s

10
-1

9 
de

gr
ee

s
5-

9 
de

gr
ee

s
Fl

ex
io

n 
C

on
tra

ct
ur

e
(E

xt
en

si
on

)

< 
60

 
de

gr
ee

s
+ 

2 
pe

r 1
0 

de
gr

ee
s 

< 
60

<8
0 

de
gr

ee
s

<1
10

 
de

gr
ee

s
Fl

ex
io

n

S
ev

er
e

35
 L

E
M

od
er

at
e

20
 L

E
M

ild
10

 L
E

M
ot

io
n

Ta
bl

e 
17

 -1
0



7

A
rth

rit
is

 C
al

cu
la

tio
n



8

D
B

E
 C

al
cu

la
tio

n



Appendix B – Knee Problem Handout 
 

 
Read the following report dated 9/28/05 and answer the following: 
 
What are the different knee impairments indicated by the doctor in this 
report? 
 
 
 
 
 
 
 
 
Rate all the non-gait knee impairments (AMA Guides pages 530, 544, 546) 
 
 
 
 
 
 
 
 
 
 
 
Using table 17-2 on AMA Guides page 526 combine the impairments as 
appropriate. Then adjust for disability. 
 
 
 
 
 
 
 
Rate the gait impairment (AMA Guides page 529) 
 
 



State reasons why or why not gait should be used in this case. 
 
 
 
 
 
 
 
 
 
 
 
Rate the sleep arousal impairment found on page four of the report using 
page 317 of the Guides. 
 
 
 
Do you feel sleep arousal impairment rating is applicable in this case? Why 
or why not? How else might the doctor have handled any impairment due to 
difficulty sleeping? 
 
 
 
 
 
 
 
 










